A random sample of subjects aged over 60 in the community was studied. Out of 181 subjects studied 50 were found to suffer from functional disorders such as derepssion and anxiety, and 11 from organic brain syndrome. 120 are found psychiatrically normal. Over 50% of the elderly subjects studied were widowed and about 70% were unemployed and nearly 80% belonged to lower middle class and low socio-economic group.
There is a widespread belief that psychiatric disorders in old age are infrequent in our country as compared to the West. Joint family system or other cultural practices which provide satisfaction and security to the old may account for this. Elderly are held with reverence and they are consulted in matters of marriage, property and other family transactions. They are a symbol of family unity or continuity. In the traditional three generation family in the village, they gain satisfaction in providing training to the young in the art of family tradition. The aged in India have no fear of being cast aside in 'homes for the aged'. Dube (1970) , Sethi et al. (1972) and Verghese et al. (1973) studied the prevalence of psychiatric disorders in the community, and they had also commented on the family structure and mental illness. In their study all age groups were studied and hence it was not possible to determine the family structure in particular of old age subjects and its association to emotional disorders. A study of elderly subjects was however done on a hospital population by Rao (1972) .
AIM
The aim of this study was to exmaine the family structure and family cohesion of elderly subjects in the community and to examine its relationship with emotional disorders.
MATERIAL AND METHOD
Poonamallee, a small town, 19 kms. from Madras, having a population of 18,721, in which are 861 subjects all aged over 60 years, was chosen for the study. Most of its population is engaged in agricultural work, and some are employed as skilled or semi-skilled workers in nearby industries, belongs to lower middle class and possess poor socio-economic status.
A systematic random sampling procedure was employed and 20% of the old age population was studied. House to house visits were made by a team consisting of a psychiatrist, psychiatric social worker, and Mid-wife or public Health Visitor of the area. The public Health Worker visited each family once a fortnight for ante-natal check up, preventive and immunization work, and thus knew the families well. Interviewing of the subjects was done by the Psychiatrist using a special proforma. The proforma employed is a modified version of the one used by Kay et al. (1964) in their study of old age subjects in New Castle.
Psychiatric diagnosis was made when the subjects manifested disturbances of mental functioning, specific enough in clinical character to be consistently recognizable on conforming to clearly defined standard pattern and were severe enough to produce at least partial loss of working and/or social capacity.
181 subjects were studied. 11 subjects were diagnosed as suffering from organic psychosis. The diagnosis in them was confirmed by further assessment at the local hospital and the dementia in them was rated using 'Dementia Scale' described by Blessed et al. (1968) . In 4 cases the mental deterioration was mild and in the rest it was moderate to severe.
In 50 subjects a diagnosis of functional disorder was made. Two-third of them were persuaded to call at Mental Health Centre at Poonamallee itself for assessment and treatment. They were examined by another Psychiatrist at the centre. There was agreement in the diagnosis in 96% of cases. The functional disorders were classified as mild, moderate and severe depending on the severity of the symptoms and the extent of the disability. In 29 subjects the illness was judged to be of only mild degree.
The following Table gives the prevalence rate of psychiatric disorders in subjects aged over 60 yrs. in the community. 33.7% of the subjects aged over 60 years in the community were found to suffer from psychiatric disorders. However, in more than half the illness was mild.
Moderate to marked degree of psychiatric illness was noticed in 15.4% of subjects only. Table II gives the sex ratio, age group, civil status, occupational status and social class of the subjects studied. It could be seen that over 50% of the elderly subjects were widowed and about 70% were unemployed and nearly 80% belonged to low middle and lower social class.
Further a detailed history was taken about the families of the elderly subjects studied. The family members living together, the number of children they have, whether the children were living with them or separately, and if so the distance at which the children live, and how often they are visited by them, whether they have siblings and how often they are visited by them, their main source of income, and the help they receive from their children and other relatives, was enquired into.
The family was divided into joint, nuclear and loosely joint on the basis of living and financial arrangement, and other help received.
The traditional three generation family was called joint family and also when the elderly subject was living with his brother sister, or cousins, and when partly or fully financially supported by them-the family was classified as joint family.
When the elderly subject was living with his spouse and unmarried children only, but was being supported or helped by married children or relatives living separately either in the same house, closeby or at a distance, the family was called 'loosely joint' or 'extended' family.
When the elderly subject was living with his spouse and unmarried children, and when the subject was living with his spouse only or living alone and not helped by children or other relatives-the family was called 'nuclear' family. Table- Ill describes various variables related to family system.
RESULTS
It was found that in the normal group 47% of the subjects were living in Joint family, 32% of subjects in loosely joint and 21% of subjects in nuclear family and in the neurotic group 34% of subjects were in joint family, 28% in loosely joint and 40% in nuclear family significantly higher percentage of subjects in neurotic group were from nuclear family.
Seventy four were found living with spouse only or living with spouse and children and 17 of them exhibited neurotic symptoms (23%). Eighty seven had lost their spouse and they were living with children or other relatives and 24 of them exhibited neurotic symptoms (28%). It could be seen that those elderlies who were living alone were more often depressed and anxious. The difference between the groups were not statistically significant.
The number of subjects in the normal and functional groups who had children, and who did not have children, were not significantly different. The distance between the subjects and their children when living separately, is also given in Table III . It was found that most subjects who had children were found living with them. Irrespective of the number of children the subject had, even if one child lived with the subject, it was recorded in the proforma that the subject was living with the child. Sometimes, the subject was living with unmarried children only and married children were living separately. This distinction was taken into consideration only for the family division of joint and nuclear family and not here when we were recording whether the subject was living with the child or not.
Next we enquired how often they were visited by their children. Whether daily, once a week, once a month or once a year. This became meaningless because most of the subjects when they had children were living with at least one child.
Altogether 33 psychosocial variables were studied, and their correlation with psychiatric disorders of old age was determined by means of a Computer. Further, factorial analysis was carried out, and three factors were extracted. Table IV gives the list of variables and their factor loadings. Table V gives the list of variables that went to form Factor I, Factor II and Factor III. It could be seen that in Factor I, social economic variables, physical illness variables and emotional attitude variables had high loading and Factor II and Factor III were about family and living conditions. Surya (1964) and Dube (1970) and Verghese (1973) in our country revealed a peak incidence of psychiatric disorders in middle age and a fall in the old age, whereas Slater and Roth (1969) observed that in Great Britain the probability of developing psychiatric illness increased steeply after middle age. These findings might appear to support the hypothesis that cultural differences are responsible for the difference in the incidence of psychiatric illness in these countries. However, a close examination of the size of the population in the old age group, the family size, the attitude of the young, toward the aged, socio-economic status and their relationship to the prevalence of psychiatric illness in different cultures have to be studied for verification of such hypothesis. Hard core data such as difference in the prevalence of psychiatric illness alone cannot prove such hypothesis.
In the community surveys of Surya (1964) , Dube (1970) and Verghese et al. (1973) , all age group subjects were studied, and hence the number of old age subjects in the sample were necessarily small. The present study was specifically directed to find the prevalence of psychiatric illness in the aged in the community, and the family of elderly subjects and other psycho social variables contributing to psychiatric disorders in the aged.
That the psychiatric disorders in the aged in our community are infrequent appears to be a myth ! In the present study it was found that about 33% of subjects aged over 60 years in the community were found to exhibit manifestations of psychiatric illness. Key et al. (1964) found that 35% of subjects aged over 65 in Newcastle were found to exhibit psychiatric illness.
Nielsen (1963) studying the mental illness in old age in a Danish population found that the prevalence of psychiatric disorders was associated with household composition. There was a significantly low rate for those living with spouse, a high rate for those living with relatives or children, and the highest for those living in old age homes. Anantharaman (1975) studied the adjustment of old age subjects using a battery of psychological tests. He found that those who were living in joint families married and living with wife and children were better adjusted, men living in nuclear families ard men who had lost their spouse were poorly adjusted.
Venkoba Rao and Virudhagirinathan (1972) using Khatri's scale of family jointedness studied the family structure of elderly subjects attending Government Erskine Hospital, Madurai and found no support for the hypothesis that 'not at all joint' small family, implying less financial social and psychological support, favours functional illness in the old. Interestingly, they went on to study the preference of old age patients for the type of family, and the reasons for the same, and they found that 80% of those in nuclear family preferred joint family for economic and emotional reasons.
In a recent excellent review article on socio-cultural correlates of psychiatric disorders, in India, Sethi and Manchanda (1978) observed, 'eight out of ten studies have shown a greater vulnerability to psychiatric illness amongst those belonging to a unitary family structure. While joint family set up cannot be assumed to be immune to psychiatric illness, it is their view that the system itself provided several built in safety measures which are usually missing in unitary families. ' In the present study the family structure and family cohesion of old age subjects was intensively studied, and it was noted that higher percentage of old age subjects living in nuclear family and living alone were psychiatrica'ly ill. Elderly individuals were often widowed and unemployed, physically weak and ill, and family cohesion and support gave them help and relieved their emotional distress.
